and was of a deep plum colour. While the tube was being freed from numerous old adhesions, the wall ruptured and papillomatous tissue escaped. The tube and uterus were removed, but the left tube, whieh was represented by a fibrous cord buried in very dense old adhesions, was cut across. Section of the tumour showed club-shaped villi covered with many layers of irregularly staining epithelial cells. In places the cells were irregularly massed without any attempt at gland formation. The patient was treated post-operatively by deep X-ray therapy. She remained in fairly good health for some months, but later developed symlptoms referable to gall-stones, and a cholecystectomy was performed fourteen months after the original operation. During the laparotomy it was found that there was a hard fixed mass in the pelvis, presumably a recurrence of the malignant condition.
The three cases of uterine tumour secondary to cystic ovarian tumours are chiefly of interest from the point of view of the diagnosis and the effect of radiological treatment. In two of the cases the ovarian tumours were simple pseudomucinous cystadenomata; the third was a carcinomatous papillary serous cyst. All were admitted to the Marie Curie Hospital with a diagnosis of cancer of the uterus.
The clinical notes were as follows:-Case I. Coniditionl on examination.-When first seen there was a papillary mass projecting through a hole in the posterior fornix and involving the posterior surface of the cervix. There was also a large mass in the pouch of Douglas continuous with the vaginal tumour. On histological examination the biopsy material showed the typical appearance of a pseudomucinous ovarian cyst. Surgical operation was advised; the pelvis was cleared out and subtotal hysterectomy was performed. The cervix was too firmly adherent to be easily removed. No further tumour deposits could be found and there was no evidence of pseudomyxoma peritonii.
A year later the patient returned with the same symptoms, and a large growth was found which involved the cervix and the right parametrium a'nd had perforated the right fornix.
Radium treatment was then carried out; tubes in tandem were embedded in the pelvic growth and plaques were applied to the vault of the vagina. We were doubtful as to the radio-sensitivity of the highly differentiated cylindrical epithelium, but biopsy material taken a week after the first application showed marked radiation effects. Therefore the radium treatment was continued. In a short time the tumour had entirely disappeared. A little later there was some interference with the functions of the right kidney, but this soon disappeared and the patient returned to her active life in India. Three years later a post-cricoid squamous carcinoma developed. An operation was performed, but the growth recurred and the patient died in August 1936. There was no recuirrence of the pelvic tumour. I am indebted to Mr. V. E. Negus for the later history of this patient, and for the slide of the squamous layer. The uterine discharge began three years later. In September 1931, a diagnostic curettage was done for carcinoma of the body. Pyometra was found, but the curettings were reported to be non-malignant. At that time the growth was confined to the body of the uterus. I saw the slides later and was of the opinion that the curettings showed the same appearance as the growth found when the patient was admitted to the Marie Curie Hospital two years later. Condition onl examination. -Profuse mucoid vaginal discharge and mucoid diarrhoea. The uterus was bulky and hard; a lobulated mass from the corpus projected from the cervix, and a larger mass projected through a hole into the rectum. The margins of the rectal fistula were thin and smooth, and a finger could be passed directly from the rectum through the lower segment of the uterus into the cervix. The upper two-thirds of the uterine cavity were blocked by the dense growth. There was no escape of feecal matter through the fistula, which was covered by the growth. Biopsy material from the uterine and rectal growths showed an adenomatous tumour having a cellular fibrous stroma and high cylindrical epithelium, with basal nuclei and transparent cytoplasm characteristic of the epithelium of pseudomucinous cysts of the ovary. The epithelial cells also, of course, resemble the mucous cells of the cervix and rectum.
The case was not suitable for radium therapy and X-ray therapy was not then available. Surgery was considered, but the patient's general condition was unsatisfactory. A few months later she began to go downhill, a vesico-uterine fistula developed and feces passed through the rectal fistula. She died the following year. There was no autopsy.
Case III.-MIrs. A., aged 71, 0-para. Admitted 6.1.36. History.-Metrorrhagia and abdominal pain. Previouts history. A malignant papillomatous serous cyst was removed December 1933. Eight months later curettage for metrorrhagia. The curettage was repeated in two months' time and again a year later. The pathological diagnosis each time was "non-malignant." This diagnosis was revised later. The last curetting was followed by a high temperature and the sudden development of a suprapubic swelling. This was incised, but instead of the expected abscess, a friable papillary tumour was found and was removed extraperitoneally. Two months later the patient was referred for radiotherapy.
Condition on examination.-There was a shallow depressed sinus at the site of the abdominal incision and considerable induration of the surrounding tissues. The uterus was bulky and its mobility restricted. Curettings consisted of detritus and fragments of a papillary cystic glandular growth. This had a delicate stroma and columnar epithelium which showed evidence of malignancy, apparently of a rather low grade. Histological examination of the abdominal tumour showed the same general structure, also a definite tendency to form thin-walled cysts.
The patient was treated by intracavitary radium and X-ray therapy given by the Coutard technique. She still complains of abdominal pain but nothing abnormal can be found on examination. The pain may be due to adhesions, but the possibility of abdominal metastases cannot be overlooked.
It is well known that pseudomucinous ovarian cysts may, through a gross rupture, or even by way of microscopic perforations, distribute their contents throughout the peritoneal cavity and give rise to the condition known as pseudomyxoma peritonii. Local recurrences, however, which develop several years after the cyst has been removed, and which exhibit invasive tendencies, appear to be infrequent. The invasive character of these recurrent tumours is very similar to that of endometriosis. The second case reported here is clinically similar to a case of endometriosis which we have recently treated by X-rays. In this case also there were lobulated masses projecting into the vagina and rectum. The patient, however, was young, there was haemorrhage from the vagina and rectum instead of a mucoid discharge, and the histological appearance of the growth was characteristic of endometriosis. There seems to be a common biological factor Nov.-OBSTET. 2 * underlying the continued invasive growth of both these types of histologically innocent tumours.
None of these cases showed any peritoneal implantations and there was no ascites.
Uterine carcinoma, secondary to a malignant ovarian cyst is, of course, not uncommon. Probably the invasion of the uterus may occur in different ways-for example, by way of the fallopian tubes, through the broad ligaments, or by contiguity directly through the uterine walls. In the present case there has been some question as to whether the tumour originated in the uterus or the ovary. It seems to me that the clinical history, together with the microscopic appearance of the growth, indicates an ovarian origin.
Mr. JAMES WYATT introduced Dr. A. H. JACOBS, who showed an interesting and entertaining film of the progress of Jubilee, the chimpanzee, born in 1935, at the London Zoological Gardens.
